SUMMARY Percutaneous transluminal angioplasty via the femoral approach was attempted through internal mammary artery grafts in 11 patients who presented with distal anastomotic stenoses or distal native coronary artery stenoses and angina pectoris. The procedure was technically successful in 10 patients and no major complications occurred. During follow up there was one late death, but all 10 surviving patients showed functional improvement.
The success of percutaneous transluminal angioplasty of saphenous vein grafts' has prompted its use in stenoses of internal mammary artery grafts, and the results in a small number ofselected patients have been very encouraging.' None the less, concern has been expressed about the technical difficulties and the risks of the femoral artery approach when angioplasty of these grafts is attempted. 25 We report our experience and follow up results with percutaneous transluminal angioplasty of internal mammary artery grafts from the femoral approach.
Patients and methods

DATA ACQUISITION
We reviewed all cases We used a non-ionic contrast medium to help minimise any chest wall, neck, or arm discomfort associated with contrast injection and to reduce the risk of neurotoxicity should the vertebral artery be injected.
Results
PATIENTS
We report on 11 patients (six men and five women, mean (SD) age 58 (11) years) (table 2). The median interval between graft implantation and subsequent angioplasty was six months (range five days to six years). All 11 patients had angioplasty involving the left internal mammary artery graft, which was implanted into the left anterior descending artery in 10 patients and into an obtuse marginal artery in one.
The stenoses affected a distal anastom6tic site (seven cases) and the native coronary artery distal to the anastomosis (four cases) (figs 1 and 2). In the latter four patients the mammary artery was used as a conduit to reach the distal vessel.
OUTCOME AND COMPLICATIONS OF ANGIOPLASTY
Dilatation was regarded as successful (that is, there was at least a 40%o reduction in the visually assessed lumen diameter narrowing) in 10 patients (91% Percutaneous transluminal angioplasty of left internal mammary artery grafts can expect a growing number of patients with postoperative stenosis of the graft or distal vessel.
We have shown in a small number of patients that angioplasty of left intemal mammary artery grafts can be safely and successfully performed from the femoral approach. Early follow up showed significant improvement in anginal symptoms in most patients, and none required repeat dilatation for restenosis.
Some favour the ipsilateral brachial artery approach for angioplasty ofinternal mammary artery graft stenoses to overcome the potential problems with cannulating and then maintaining stability of the guiding catheter positioned from the femoral artery." In a recent series, however, use of this approach was not without complication: three of eight procedures were complicated by ventricular fibrillation, internal mammary artery spasm, or dissection. 2 Pinkerton et al recently described their success with angioplasty of internal mammary artery grafts via the femoral approach in 10 patients. 4 Their technique included the use of a specially constructed guide wire placed deeply into the intemal mammary artery over which they advanced a tapered guiding catheter. Our experience with a more straightforward technique was similarly successful. We support their advice to use ultralow profile balloons, which enabled easy passage ofcatheters through even the most tortuous internal mammary arteries and permitted the crossing of tight stenoses. Caution should be exercised when positioning the guiding catheter in the ostium of the internal mammary artery to avoid dissection of this fragile vessel.212"' If serious difficulty is encountered in maintaining a stable position of the guiding catheter, then the ipsilateral brachial artery approach seems to be a reasonable alternative, particularly when dilatation of right internal mammary artery grafts is attempted, because this may be more difficult from the groin.
Percutaneous transluminal angioplasty of mammary artery grafts seems to be both safe and successful and to result in an excellent improvement in symptoms. The relatively simple technique that we have described with the use of standard equipment and the currently available guiding catheters should provide an effective means for experienced angioplasty centres to treat patients presenting with stenoses of internal mammary artery grafts.
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